who was called in, could find no pulsation in the left radial, brachial, axillary or subelavian arteries. The patient went to bed, but feeling better next day, got up, but the arm again became blue and painful, and he was recommended to remain in bed. There was a slight rise in temperature for the first three or four days, since which it has remained normal. A collateral circulation has become established, and there has been no gangrene. Fullness can be detected in the left supraclavicular region. The Wassermann reaction is negative.
Discussion.-Dr. E. STOLKIND said that he thought this was a case of syphilitic aortitis with subsequent aortic aneurysm. The negative Wassermann did not exclude syphilitic aortitis; which in adults over forty was frequently accompanied by arteriosclerosis of the aorta.1 The occlusion of the left subclavian artery, so far as it was not caused by thrombus or embolus, might be due to syphilitic cicatrized and pitted patches in the mouth of the artery; he (Dr. Stolkind) had observed this in some of his own cases.
Dr. EVAN BEDFORD said he disagreed with Dr. Stolkind that there was syphilitic aortitis, because the skiagram of the aorta was typical of atheroma. Cases of occlusion of the subelavian have been described; occasionally it was due to syphilitic arteritis, but in the majority of cases it was caused by atheroma, witb or without thrombosis. Dr. Lakin's case seemed to be an example of atheromatous occlusion of the subelavian with a terminal thrombosis. If embolism had occurred, there would almost certainly have been serious circulatory disturbances in the arm and probably gangrene. When occlusion was gradual, compensatory collateral circulation developed slowly so that final complete occlusion became less serious. In thrombotic occlusion the onset of symptoms was often sudden, as, for example, in coronary thrombosis, in which the onset of pain might be sudden and dramatic.
1 " The DiagInosis of Syphilitic Aortitis," Med. Press and Circ., 1921. clxiii, 9. Vasomotor Neurosis.
By MAURICE A. CASSIDY, M.D.2 THIS patient is a man, aged 35, a farmer. English parentage, no Jewish relatives. Always a light smoker (five cigarettes a day); never had venereal disease or other serious illness. He complains that when his legs hang down, or if he walks far, his feet become discoloured and painful and discharge. Symptoms began when he was aged 20, as a pricking sensation in the feet, across the instep in front of the heel, brought on by pendency or by exertion. This sensation increased to the point of pain so that he was obliged to stop walking, and then the pain would cease. During the attack the feet became mottled and swollen. These symptoms were promptly relieved by recumbeney. At first the symptoms were slight and did not trouble him much. He joined the Army in 1914, but during training he was constantly in and out of hospital, and was finally invalided out in 1916. Subsequently he joined the Air Force, where his feet did not trouble him so much, nor was he seriously incapacitated during the years immediately after the War. During the last three years or so his symptoms have been increasingly severe; some days he may be able to walk three or four miles, but at other times he can with difficulty get about at all owing to the severity of the pain induced by walking. His symptoms are always worse during wet weather; with a high barometer and dry weather he is at his best. His hands are always cold and blue, but apart from this, give him no trouble; his fingers never "go dead " nor have there been any sore spots on the hand. Small ulcerated areas frequently appear on the feet, chiefly in the neighbourhood of the ankle, never on the toes. The skin of the feet "discharges " during the attacks, crusts being formed as the discharge dries.
On examination: he is a healthy-looking man with no evidence of any psychoneurotic taint. When the feet are pendent they become at first pink, then more and more deeply cyanosed, ending up in a mottled state of pink and purple hue. The blanching produced by pressure reappears rapidly when pressure is removed. At the same time there is some swelling of the veins, and the dorsalis pedis and posterior tibial pulses disappear, though these pulses are easily felt when the legs are horizontal. There is some pigmentation of the skin of the feet and well-marked trophic changes of the skin and nails. There is no evidence of any loss of tissue at the tips of the toes. On elevation of the limb the colour disappears, but there is no ischaemic blanching. The brachial arteries are normal for his age. Blood-pressure -His father and one brother have suffered from precisely similar symptoms; the father is living, aged 85, and has had very little trouble with his feet during the last ten years. One brother died of pneumonia at the age of 39, having been similarly affected. Two sisters have cold hands and feet but are otherwise normal, and two other brothers and one sister have normal circulation.
The diagnostic possibilities seem to be: (1) erythromelalgia;
(2) Raynaud's disease; (3) thrombo-angiitis obliterans.
Cases of thrombo-angiitis obliterans have been recorded in whicb pain, redness, and ttophic changes persisted for years before the onset of gangrene, but in this case the family history and the variation in the radial and posterior tibial pulses seems to point strongly towards a vasomotor neurosis. The variation in the pulse is suggestive of Raynaud's disease, but there is no history of paroxysmal local syncope, nor, during a period of fifteen years, has there been any definite loss of tissue.
Hyperidrosis, redness, swelling and pain associated with pendency, point towards erythromelalgia, and in this condition trophic changes in the skin may occur; but exaggeration rather than obliteration of the pulses would be expected during the attacks. In spite of the normal blood-sugar curve it is proposed to try the effect of insulin treatment in this case.
Disc88ion.-Dr. F. PARKES WEBER thought that the case was one, not of erythromelalgia, but of a particular type of constitutional circulatory defect in the lower extremities, characterized especially by livid patches below the malleoli, with a tendency to the formation of chronic ulcers in those situations. The especially interesting point in Dr. Cassidy's case was the familial history. There was in the patient doubtless a constitutional bilateral defect in the development of the arteries of the lower limbs, with some degree of actual stenosis (insufficient diameter of the arteries). A similar condition of one foot was present in a young woman (A. WV.), aged 30, whom he (Dr. Weber) had shown at the meeting on February 11, 1927 11, (Proceedingg, 1927 , but it was in the left foot only, and connected with an apparently acquired condition of chronic arterial ischoemia in the left lower limb.
In the present case, the manifestation of the constitutional defective circulation was very striking, but the condition might be compared with the much commoner conditions which
were classified under such headings as " acrocyanosis."
Dr. J. POYNTON asked whether Dr. Cassidy and Dr. Parkes Weber thought these cases were allied to those which occurred in some young women who during cold weather wore unduly thin clothes and developed blueness, ulcerations and pain of great obstinacy in the lower limbs.
Dr. A. P. CAWADIAS said this case could not be a real erythromelalgia or Weir Mitchell's syndrome, because in real erythromelalgia there was no obstruction in arterial circulation of 117Q -PROCEEDINGS OF-THE ROYAL SOCIETY OF MEDICINE 9£, Cassidy: Vasomotor Neurosis theextremities in the intervals of the attacks, and because during the attacks there was throbbingwith intense vasodilatation-of large and small arteries and of capillaries. This patient had obliterating arteritis with secondary erythromelia due to reactionary vasodilatation of the capillaries. Obliterating arteritis belonged to the class of thrombo angiitis obliterans, and this case showed that such thrombo angiitis obliterans was not, as was generally believed, found only in Polish Jews, but also among Englishmen, and in French, Greeks and Egyptians.
Insulin treatment as advised by Vaquez and Yacoel should be tried. Insulin acted prineipal-ly on the vasomotor element which was of endocrine origin. He (Dr. Cawadias) had obtained good results by the use of diathermy and intramuscular lipiodol injections, and, principally, by sending his patients to Royat. The Royat waters, rich in carbon dioxide, acted also on the vasomotor element in the disease.
